generally accepted axiom that the mere discovery of a perforation in the palate was sufficient to justify the diagnosis of syphilis. But he had recently observed perforation in the soft palate after an attack of what probably was pneumococcal angina. Later, he saw a sharp-cut ulcer in another case of the same kind in the epiglottis, and that originated practically under his eyes. In cases of obscure inflammatory-particularly in septic-affections of the pharynx and larynx in which suddenly perforation occurred, he would therefore ask members of the Section to have a bacteriological examination made in order to find the micro-organism which caused it. The matter was well worth further study.
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Dr. PATERSON asked whether matters would be helped if the Wassermann serum diagnosis for syphilis was carried out. He understood that the reaction also took place in the congenital variety, so that it would include the whole range of syphilis. Dr. McDOUGALL (Liverpool) thought the possibility of a congenital defect should be borne in mind where such an opening was seen. The conclusion should not be hastily formed that it was the result of a destructive process.
Dr. SCHOLEFIELD said it was not so rare as had been supposed for perforation of the palate to occur in scarlet fever. During a couple of years he saw four or five cases in 3,000 patients of clean perforation, which healed and left very little scar tissue; it looked like natural tissue round the opening which was left. Another deformity producing an appearance which might be attributed to syphilis was, in some cases, the punching out of a piece of the palate when removing adenoids. In a relative of his, evidently the edge of the palate had been taken hold of by the forceps and a clean piece punched out. He advised him to always confess the origin of it when hb saw a doctor.
Mr. CLAYTON Fox said he thought the absence of cicatrices militated against the condition being the result of a specific fever. The cases he had seen due to the latter had been associated with obvious cicatrization. He saw no reason for not regarding the present case as congenital.
Dr. DAN MCKENZIE said he could not agree with the previous speaker that there were no cicatrices in the pharynx in this case. In his opinion the presence of scars was particularly well marked.
Dr. ABERCROMBIE, in reply, said there was no history of syphilis in the case. The mother said she was quite certain there was no perforation before the scarlet fever and that it followed immediately afterwards.
Laryngeal Vertigo in a Case of Early Tabes.
THE patient came complaining of choking fits, with a sense of suffocation, from which he fell down insensible. Patient has had twelve of these attacks in the last eighteen months. They begin with a suffocating feeling in the throat, a sense of choking, and he then falls down and loses consciousness. On one occasion he was taken up by the police, and as his breath smelt of whisky (he had taken a little just before the attack) he was taken to the police station. Fortunately a brother was able to explain his malady satisfactorily. He has noticed that his walk is unsteadv in the dark and that his legs get into a tangle when he runs. He has had shooting pains in his legs. He has not noticed any change in his voice; although a musical amateur, he has not been able to sing for the last three years. Had specific disease seventeen to eighteen years ago, and was well treated for twelve months. Patient walks well, but it is noticeable that he spreads his feet at rather a wide base, especially when standing with feet together and eyes closed. Suffers from cold feet and shooting pains in the legs. The pupils are irregular, and the right is larger than left; Argyll-Robertson phenomenon. Pulse equal; no signs of aneurysm on auscultation or radiography. of consciousness, and then a fall. In regard to Dr. Lack's question as to whether the attacks were dangerous, he had read of one case which terminated fatally, but in the majority they were much more frightening than dangerous. The general experience was that the attacks were most violent at the onset of the disease, and gradually decreased as the disease progressed, and that while in many of the cases paralysis later appeared in one abductor or both, the crises disappeared. D-13
Dr. FITZGERALD POWELL said he had seen a similar case in an officer who had been in China and had had malaria. He suffered from some form of paralysis. He did not know if it was tabes, but eventually he lost the power of locomotion. There were spasmodic attacks of the vocal cords, when he got black in the face and fell down unconscious. When he was unconscious the spasm relaxed. His death was due to the paralysis, not to any accident in connexion with his laryngeal spasm.
Mr. PARKER said that many years ago he had brought a patient before the Laryngological Society' who had similar symptoms to those present in Dr. Thomson's case. He had looked upon these symptoms as due to laryngeal crises, and it was interesting to note that the first attack had preceded any other symptom of tabes by about three years.
Mr. HORSFORD said that last year he had a case similar to one of Dr. Lack's, which he decided was a neurosis. The patient was a young girl of 19, who had frequent attacks of choking during sleep, as well as one or two occasionally during the day. She was often cyanosed in them, but never lost consciousness. He found she had double abductor paresis. He had never seen perfect abduction of the cords. She had had a good deal of nasal obstruction from adenoids, which he removed without an anaesthetic because of the attacks, and when she had had some months rest in addition the attacks disappeared. It was probably a case of abductor spasm.
The PRESIDENT (Dr. Dundas Grant) said he thought the discussion was straying from what was recognized as laryngeal vertigo, in the typical instances of which the patient gave a cough and dropped down, afterwards recovering his senses instantly. Such cases he regarded as very rare. One of the few he had had was in an elderly man of very gouty habit. He advised the man's doctor to treat his gout, and when that was done the attacks ceased. With regard to the name "vertigo," it. was inappropriate because there was no sensation of turning, arnd in such cases as he had just described he thought the proper name was laryngeal syncope.
Dr. STOLAIR THOMSON, in reply, said he brought the case up chiefly to excite discussion, because he thought it an opportunity to clarify the terms.
He only used the term "vertigo" because Charcot did so. Why not use the term " spasm of the larynx" ?
Sir FELIX SEMON, in further comment, said that the spasm of the larynx which often occurred in connexion with tabes was generally known under the name of "crisis." One spoke of gastric crises, and so also of laryngeal crises.
Dr. STCLAIR THOMSON, in further reply, said " crisis" was used where the subject was certainly tabetic, and when the attacks occurred in such cases as Dr. Lack's they might be called "spasm." He was willing to withdraw the term " laryngeal vertigo" in the present case. Charcot's original paper mixed up spasm of the larynx, spasmodic laryngitis, and other conditions. Dr. Thomson had a young woman under his care who apparently had double ' Proc. Laryngol. Soc., Lond., 1895-6, iii, p. 46. abductor paralysis and attacks of spasm, and she carried about a tracheotomy tube ready for insertion. She was a morphinomaniac, and he was puzzled, but he believed Sir Felix Semon saw her afterwards and, with more deftness, managed to see her cords give a momentary gape. He also saw a private case which used to get those spasms and unconsciousness. THE patient, a man, was aged 64 at the time of his accident, which took place in September, 1903. He was struck on the forehead and left forearm by the step of a passing engine. On admission to the Great Northern Central Hospital he was found to have a fracture of both bones of the forearm and a cut 3 in. long on his forehead, with a marked depression over the frontal bones. The pupils were unequal, the left smaller than the right. There was bleeding from the nose and vomiting of a considerable quantity of altered blood. He was conscious at the time of admission, but blindness and incoherency of speech were rapidly coming on. Under an anaesthetic the wound in the forehead was enlarged, and it was found that the walls of both frontal sinuseswhich were large-,had been extensively fractured and driven in. There was also fracture of the posterior wall of the left frontal sinus, with exposure and tearing of the dura mater. The septum between the two sinuses was completely broken down. The parts were cleansed, all the loose comminuted bone removed, the dura sutured, and the skin wound closed except for a drain.
The patient made an uninterrupted recovery, being discharged.on November 9. He refused to have any plastic operation done. (X-ray photographs were shown.)
Mr. GAY FRENCH said that it was fortunate for the patient that he possessed a pair of large and well-developed frontal sinuses, as no doubt a large part of the force which was expended in fracturing, and comminuting the anterior walls and septum would have-in the case of a man with small frontal sinuses-expended itself in extensive damage to the brain and vital centres, and the patient would in all probability have been killed outright.
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